In 1965, Alvin Toffler coined the term "future shock" to deal with the unsettled feeling we have as we look at the rapid changes taking place around us. Disruption of accepted values occurring within one generation, redefinition of familiar neighborhoods, services performed by push buttons and chrome in place of familiar names and faces combined to disorient and render anxious large numbers of people. In 1976, Beatrice and Philip Kalish wrote that "quiet desperation" describes the political life and status of the nurse. The future shock which Toffler generalized to the population could now be made specific to the discipline of nursing. Passive and non-aggressive nurse leaders who had time to develop their ideas in the past are now faced with rapidly changing concepts in which assertiveness and decision making are skills which must be employed daily. We have entered a new age, and the energy developed by passage into the contemporary era will carry nursing into the 21st Century.
The concept of nursing as a profession was established by Florence Nightingale when she insisted on training for nurses. Emerging from domestic and religious duty, the idea of education replaced an older idea that nurses need only a system of on-the-job training. As nursing evolved, a recurring tension developed between those who defined nursing as a skilled or semi-skilled service and those who aspired to full professionalism. The contemporary view of nursing translates professionalism to mean responsibility for its own leadership -at the bedside, in its expanded and extended role, and as a political force.
In the past, nurses enjoyed the title of professional rather as a courtesy and a tradition. The struggle for better schools, licensure, better wages and working conditions was a unifying thrust for nurses. Committed to ethical principles nurses maintained a belief in their professionalism while they worked long hours for low wages and loyally took responsibility wi th no supporting legitima te authority.
During World War II nurses learned new skills which they practiced quietly, covertly -starting intravenous infusions, resuscitation, assisting surgically and so forth. They were encouraged in their practice by doctors and hospital administrators who recognized the need for such skill but who did not acknowledge the performance. While nurses were performing newly learned skills across the country in the Fifties, nursing leaders failed to make competence in nursing practice the focus of a demand for greater recognition. For example, nursing directors knew that the charge nurse on the night shift was skilled in her ability to identify a set of symptoms which pinpointed the need for immediate respiratory assistance and would alert the physician on call to whatever was needed. Yet the nursing director would encourage, or even insist that, the night nurse understate her skills by using such language as "the patient appears to have labored breathing," and so on.
Instead of promoting skill as the basis of professional status, nursing leaders in the Fifties constructed an ideology in which the central theme was a belief that nursing is parallel to medicine, i.e., that the discipline of nursing is distinct from the discipline of medicine. This system holds that the science of nursing is separate and independent from the science of medicine, that it is controlled by nurses. A whole new litera ture was constructed around such terms as nursing diagnosis, which is not a diagnosis but an evaluation of the nursing problems presented by the patient.
The new literature came at a time when women were aroused to a new consciousness of their identity. Betty Friedan's book, The Feminine Mystique, was soon to burst upon the scene and the surge of energy it created became the contemporary women's movement for equal rights. The campaign for equal rights brought with it an awareness for nurses of their own capabilities, the desire to be recognized for valuable performance, and the need to have an identity which was unique to nursing. The stereotype of the nurse as handmaiden to the physician was no longer tolerable. In the effort to rid themselves of such an image, the theorists and writers divested themselves of all trappings which might indicate dependence upon medicine as its basis.
Nurses took upon themselves the responsibility to plan action based upon their own observations and assessments and to implement their plans. Such subtle differences as saying, "The patient is in distress," not, "The patient appears to be in distress." Perhaps for the first time the nurse expressed in her writing of notes on the patient's records her willingness to take the responsibility for her knowledge and experience. Thus, the scientific body of knowledge, independent from the discipline of medicine, was developed and resulted in the framework for nursing theory. It was a necessary and long overd ue task accomplish men t in the developmental growth of the nursing profession. Until that developmental task became a reality, the nursing profession could not begin to fulfill its potential as a viable political force in the health care system.
The crisis which changed the profession to an independent discipline was felt in medical areas as well as in nursing. Physicians began to change their attitudes about nurses to accord to them the status of professional which was no longer a courtesy, but a recognition of worth. Hospital administrators began to deal with the reality that nurses will no longer remain silent while decisions are made for them. Nurses became aware, some for the first time, that the welfare of the patient can be served at the bargaining table as well as at the bedside.
Under the law, nursing is linked with medicine and is accorded a subordinate role. State laws which define the practice of nursing are consistent in specifying that nurses carry out the orders of physicians. The same la ws define nursing in broad, general terms which can be interpreted different ways. The laws do not set boundaries for nurses which are clearly defined about extending and expanding their roles. However, the relationship of nursing to medicine is clearly defined in the law requiring nurses to administer the orders of physicians.
The medical profession has what amounts to a monopoly over medical services with control over nurses and related health care givers. Despite (his) dependence on a reliable partner, the nurse, the physician often refuses to acknowledge (her) as even a junior partner in his authority, if not in his practice. Nurses often may not make the decision to initiate procedures which are within their competence and responsibility. There is an elaborate legal system to protect the physician's practice and it is fiction, because nurses are said to be working under the supervision of a physician whether or not he is present. Nurses' decisions for medication and treatment are legitimized after the fact by the physician's countersignature on the chart, and the confidentiality which protects the doctor-patient relationship does not apply to the nurse-patient relationship. It is this state of affairs which the adherents of professionalism seek to change.
Several forces have offered new directions for nurses: pursuit by nurses of specialized skills, public demand for more accessible medical services, the thrust for national health care, and the readiness of the medical profession to accept a second-level medical practitioner. Ten years ago doctors invited nurses to become physicians' assistants with a recognized role in diagnosis and treatment. Nursing organiza tions rejected the offer of a position as second-level medical practitioner and a new worker, the physician's assistant, appeared to take the place that nurses had refused.
The relationship of the nurse to the physician's assistant has never been defined to the satisfaction of either group. The nurse is licensed as a prerequisite to practice. She is bound by professional responsibilities required by the license and by her professional organizations. If she violates either requirement she jeopardizes either her license, her professional status, or both. She is bound by the Nurse Practice Act under which her license is granted. The physician's assistant is certified by the American Academy of Physician's Assistants. He is recognized only as a paraprofessional in that he does not have a license to practice. The physician under whom he practices extends his license to cover the physician's assistant. Conscious of his assistant status, the physician's assistant does not attempt to exceed his role. However, the physician often places his assistant in the position of the army sergeant who must exert more authority than his position permits, yet is not accorded the power of such authority.
Caught in the middle, the nurse is often called upon to administer orders written by a physician's assistant before those orders are reviewed and countersigned by the physician under whose license they were written. This misuse of the physician's assistant attempts to force the nurse to stretch her license to cover the acts of the physician's assistant as well as herself. Should the order be challenged in the courts and found lacking, the nurse has no recourse under the legal requirements of her license. The physician's assistant has the protection of the physician's license under which he opera tes. His narrow position places the physician's assistant in an uneasy role as alter ego to the physician. The nursing decision which rejected the offer to nurses to become physician's assistants has proved to be sound when viewed in retrospect. The struggle of nursing for independence is coupled with a revolution in the movement toward expanded and extended roles for nursing. The extension of nursing into broader areas of health care will absorb the narrowly defined physician's assistant, in time. Expanded and extended roles are limited to the few but give new value to the core tasks of clinical nursing. They provide clinical practice in a wider range of functions, offer incentives for the acquisition of skills based on preparation and experience, permit upward mobility, and finally, give nurses an acknowledged part in the decisions that control nursing practice. The expanded role may provide the missing link between nursing and medicine for the transfer of authority to make decisions about treatment and patient management.
Participation in decision-making levels of nursing practice is a necessary development. The practice of nursing brings few rewards in either prestige or money. Nurses with graduate degrees often move away from nurse occupations to achieve recognition and equitable salaries. The movement for decision-making levels of nursing practice has renewed efforts to separate nurses into professional and technical practitioners with the possible exclusion of the latter from professional status. The notion of a professional designation ranked higher than that occupied by most of the nurse members was a cause for dissension. However, all other professions have developed such strata, with the professional designation reserved for a level of education higher than that of the technician.
Strong efforts have been made to advance the level of professionalism through nursing education. Less thrust has been directed toward advancing nursing practice. Promotion of the rhetoric of theory without advances in the application of theory to clinical practice is a precarious position. It results in a lack of confidence on the part of the new practitioner. It destroys the credibility of the programs which produce the professionals. Too often those who influence nursing to develop such policies disregard clinical practice because they are unfamiliar with it. They are uncomfortable with the discussion and performance of clinical procedure and they return to the academic area of theory and theoretical models with which they are more comfortable.
The cause of this discomfort with clinical practice on the part of highly educated nurses is the urgency with which Occupational Health Nursing, January 1981 HAMMOND they are pursued by educational institutions. At anyone time there are hundreds of faculty positions open for nurses with graduate degrees. A student can go from undergraduate school to a Master's degree in nursing and then to a Doctorate with no more hands-on experience than that encountered in clinical course requirements. A clinical experience, supervised or independent, is no substitute for work experience. A nurse, steeped in theory, and armed with the necessary thought processes to solve problems, has the potential to assess the needs and implement nursing plans. She is equipped to evaluate outcomes. However, she must have experience in order to fulfill that potential. A physician is required to fill an internship position before completing medical school, followed by a residency in his specialty. Why not the nurse? But nurses are often found back in school, this time as educator and policymaker, without serving even a minimum time on the job at the occupation for which she/he prepared. The professionaltizing) decision makers still have the power to shape the future of nursing but only if they do not divert it from the central tasks and interests of the profession.
Nurses who differ with the public positions taken by the profession's leaders are seldom heard. Lacking the influence to promote their ideas and have them adopted, the nurses' ideas remain private opinion only. If we suffer from future shock it will not be because things changed, but because things changed badly. Management of change requires leadership. Nurses have always looked outside their own membership for leaders.
Nursing has been a valuable commodity salable at a nice profit by hospitals, health institutions and industry. The primary product they dispense is nursing of whatever calibre they choose to provide. Providing efficiency chea ply, and without adequate resources, supervisors have not been able to escape the economic motivations involved in the delivery of nursing service. Technical competence and efficiency have been valued, but the creative productivity of professionals has not been. Professional practice in any field is primarily an intellectual activity requiring the application of knowledge to the solution of practical problems.
There are 850,000 active registered nurses, the largest group of health care professionals in the United States. Politically, they are unorganized. Historically, they are cultured to a submissive role as a tradition of occupation and sex. Nurses do not get elected to Congress. A nurse was president of the National Organization for Women from 1971 to 1974. Wilma Scott Hiede exerted great energy on behalf of all women, including nurses, as the leader of that feminist group. She functioned admirably in spite of, rather than because of, her credentials as a registered nurse. Bobbie Stearns, twice mayor of Cincinnati, Ohio, is another example of a politically oriented nurse. These are unusual and exceptional women and do not represent the body of nurses. Yet nursing is inevitably becoming more shaped by political decisions.
Politics refers to power in the allocation of scarce resources. When related to health care, political decisions are matters of life and death. Politics concerns the promotion of one's interest group and the use of whatever resources are available to protect and advance that interest. Nurses who are in a position to influence other nurses have a responsibility to understand all that is implied by nursing's political dimensions.
The neglect of political factors in the education of nurses fosters the omission of a critical element in understanding, planning, and implementing nursing services. A course in politics of nursing is an educational priority. Nurses face a political milieu in the patient's environment. There are factors now and in the future which nurses must prepare themselves to address.
There is increasing public sophistication regarding the right to health care. The right to protection from hazards and potential hazards in the workplace is another factor which nurses must address. There are moral questions regarding the legal definition of death. Does one have the right to keep a patient in the intensive care unit, on a respirator, after clinical death is confirmed, in order to keep the kidneys healthy as a potential donor? May one prolong the vigil for the waiting family members while permission is sought to use the kidneys? Is it fair to ask the family members to make such a decision during a time of great stress? And what of the potential recipient whose time is running out? The nurse in the intensive care unit deals with such questions as the needs arise. Nursing education must prepare her.
Social and economic concerns need nursing input as well. National Health Care is a political issue. How it evolves and its impact for the health of the population will be decided. Nurses must take responsibility to insure their input is considered. Failure to participate results in disregard for the needs of the patient. For example, it has been documented for some years that the major cause of neo-natal deaths is poor nutrition of the mother during pregnancy. Yet in hospitals across the nation expensive equipment is installed to monitor the fetal heartbeat during labor while nothing is allocated for improving the nutritional status during prenatal care. Were nurses allowed to participate in the decisions on allocation of funds, the priorities would reverse.
Allocation of resources in scarce supply will involve the quality of life, its extension and its termination. When the tax dollar pays for health care at what point will treatment be discontinued? When there is less than a 50-50 chance of success? When the condition becomes terminal? Who will have permission to answer ethical questions? If research can prevent inborn genetic or metabolic diseases, will we allow aborted fetuses to be used as specimens? Custodial care of grossly retarded and handicapped children and adults is expensive. What decisions will impact on their care when available resources dwindle? Who will decide global issues concerning the effects of radiation on the gene pool? Can not nurses participate in the decisions which must face the world in the allocation of food resources and use of energy? Nurses by the thousands may retain an aloofness, or even a hostility, toward politics. Many nurses are ca ught in a mind-set which prevents them from gaming a true political consciousness. What is more, development of such an outlook runs counter to many strong interest groups.
Largely ignorant of their political force, nurses have not demanded changes. To the extent that nurses lack power, other groups control their attitudes, thoughts and actions. Nurses have permitted groups outside nursing to influence their action and decisions in directions undesirable to their professional growth. Nurses perpetuate inhibition of their own authority, as shown by oppressed groups in Erick Fromm's studies: the powerless seek security and dependency roles, at the expense of freedom, independence and responsibility.
Nursing must look to its own members for leaders. Nurses are the equal of other health professionals. Nursing's social worth has equaled medicine's. Nurses can speed up change by fostering leaders in their midst: leaders who have insightful knowledge, vision and a cause; leaders with the vision to fight openly, with communication; leaders who fearlessly raise questions about their "place" in an organization; leaders motivated by values and beliefs in the profession.
The nurse leader is not the quiet, submissive, hardworking individual who makes the best of every situation, but the effective, successful manager who uses all available resources to advance the health of the population. The model political nurse seeks power to help determine her own and her cohorts' action for improving health care in all its dimensions. A change in the uneven balance in the power values and cooperation among nurses and physicians groups would be an important political change. It could be brought about by a change in the nurse's role. When physicians and other politically powerful groups are re-educated to the political potential of nurses, greater cooperation in decision making will identify outmoded constraints which have burdened the nurse. If fulfillment of her responsibilities is used as the basis of cost and benefit to the public an impartial analysis of the role and position of the nurse will develop.
The failure of nurses to become a political force is only a reflection of the political powerlessness of women. Any area in which women have dominated has been considered nonpolitical, i.e., powerless. Politics is concerned with the interplay of power relationships, an area culturally reserved to men. Women, the majority at greater than 50 percent of the population, remain a minority because they are an oppressed group, lacking power. But if the rank and file of nursing becomes aware of how they have been manipulated politically an electrifying effect could occur. Previously nonpolitical subjects possess political potential when reality comes in conflict with their personal interests and values, and when an interchange of ideas and information creates organizational action.
The art of advancing nursing depends upon nursing leaders who have as their objective those beliefs which are consistent with the values and purposes of nursing as a whole. The employment of practical politics by nurses cannot accomplish for nursing that which is not within their intellectual capacities. The fate of nurses lies in their own hands. Where power rests finally upon the political action of all nurses, it is their collectively formed and expressed wisdom that will determine success or failure.
Passive and nonaggressive nurse leaders generally have a low survival rate. Nursing leaders need considerable knowledge and skill in management strategies and processes. They must have strong egos, a positive sense of personal identity, and a determination to preserve desirable professional values. An effective and successful manager must move into a situation quickly, identify the problem, confront the issues, and negotiate diplomatically. These are the essential features of the confront and negotiate style of leadership. Nurse leaders who use the confront-negotiate style are more effective in responding to issues and problems and are able to accept the stresses related to confrontation.
Nursing leaders in the past had a reasonable period of time to study problems, when crisis was not the normal sta te of affairs, and when the public was not a ware of their HAMMOND rights to the best health care theycan reasonably attain. The contemporary nurse leader must be able to initia te action, to actively confront and to negotiate on professional matters to be more effective in the development and delivery of health care.
The issue of levels of entry into nursing has already become a cliche. The need for priorities of national and global humanitarian concerns are unquestionable. The outlook for professional and technical nursing in the Eighties is no longer the proposal for the future -it has been accepted by a majority of professional nursing associations and academic leaders.
The profession of nursing has evolved from a domestic service to a profession based on scientific principles. Nurses must look to their own membership from which to draw leaders. The social and political concerns which confront world populations must be addressed responsibly by all professions. The nursing profession has come of age and must now take its place in the voices which represent responsible thought.~t ytytyt~~t~~tyt~~t~~tytytytytytytytYtytytyt: 1, 
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